W ise pattern reduction mammoplasty (WRM) is a commonly performed procedure for aesthetic and functional purposes, and for symmetrization procedures in patients undergoing breast reconstruction. The technique provides satisfactory cutaneous reduction in both the transverse and vertical aspect, but at the expense of inevitable lengthier scars with possible risks for cutaneous necrosis at the T junction. This has fueled the ongoing debate over long-versus short-scar techniques. The aesthetic outcome could vary with Wise pattern due to the extent of scarring. However, other factors should be considered including age, breast size, degree of ptosis, quality of breast skin, resected volume and comorbidities. Wound problem complications remain relatively common, as well as the tendency of the outcome to deteriorate in some cases, with loss of projection and bottoming out of the lower breast pole (1) (2) (3) (4) . T-junction wound dehiscence and infections are the most common complications encountered, with evidence of their impact on surgical outcomes rarely reported in the literature. We describe an additional modification using triangular lipodermal flaps in the WRM technique aiming to reduce dehiscence with scar formation at the T-junction and, thus, a more predictable aesthetic outcome.
Methods
Between 2009 and 2013, 173 consecutive procedures were performed on 137 patients with a mean age of 42 years (range 19 to 73 years) by one of the authors (HK). The inclusion criteria for the reduction mammoplasty included: symptomatic benign breast hypertrophy and gigantomastia (n=36); and contralateral breast symmetrization postbreast reconstruction for breast cancer (n=101). Patients who were current smokers, or who had a body mass index (BMI, Quetelet's index [weight/height]) >32 kg/m 2 ) and uncontrolled diabetes were excluded. The mean BMI for this cohort was 28.7 kg/m 2 . Data collected included demographics, breast size(s), degree of ptosis, perioperative morbidity and resected breast tissue weight. The follow-up period ranged from three to 30 months (mean 14 months), in which early and late postoperative complications were recorded. The emphasis on wound healing progress, specifically at the T junction, was recorded and compared with previously reported data. All patients were assessed subjectively and objectively for their outcome satisfaction through a clinical questionnaire and clinical assessment. The structure of the evaluation included the following domains: scar BACKGRoUNd: Although Wise pattern reduction mammoplasty is one of the most prevalent procedures providing satisfactory cutaneous reduction, it is at the expense of inevitable lengthier scars and wound complications, especially at the inverted T junction. oBJeCtIVe: To describe a novel technique providing tension-free closure at the T junction through performing triangular lipodermal flaps. The aim is to alleviate skin tension, thus reducing skin necrosis, dehiscence and excessive scarring at the T junction. Methods: One hundred seventy-three consecutive procedures were performed on 137 patients between 2009 and 2013. Data collected included demographics, perioperative morbidity and resected breast tissue weight. The follow-up period ranged from three to 30 months; early and late postoperative complications and patient satisfaction were recorded. ResULts: Superficial epidermolysis without T-junction dehiscence was experienced in eight (4.6%) procedures while five (2.9%) procedures developed full-thickness wound dehiscence. Ninety-four percent of patients were highly satisfied with the outcome. CoNCLUsIoNs: The technique is safe, versatile and easy to execute, providing a tension-free zone and acting as internal dermal sling, thus providing better wound healing with more favourable aesthetic outcome and maintaining breast projection. symptoms (pain, itchiness, lumpiness, and discomfort and overall appearance of the breast and its shape); consciousness of scar colour, height, width, texture and whether the scar 'caught' on clothing; and clinical evaluation of the width and height of the scar, and its texture, lumpiness, tenderness and colour. surgical technique 1. The standard preoperative Wise pattern marking was outlined.
Subsequently, caudal to each breast pillar, a triangular zone at the breast meridian zone was marked denoting the future site of the triangular lipodermal flaps (Figures 1 and 2) . The patients were anesthetized and positioned in 30° semisitting position under hypotensive anesthesia. A circumareolar incision to isolate the nipple-areola complex (NAC) was performed, and followed by de-epithelialization of NAC dermoglandular flap (superomedial pedicle). 2. The two designed triangles, each measuring 2 cm to 3 cm depending on breast size, where then de-epithelialized using the knife technique and incised at their margins, leaving the base in continuity with the corresponding breast pillar. Subsequently, each triangle was dissected from the underlying breast parenchyma with a thickness of 3 cm to 5 cm, being thicker toward its base to ensure good vascularization. At this stage, attention was devoted to removing most of the unnecessary subcutaneous fat to avoid future fat necrosis, which can result from tension on these flaps (Figures 1 and 2 ). 3. Subsequently, routine dissection and repositioning of the NAC dermoglandular flap followed by resection of excess cutaneous and fibroglandular glandular was performed. The conification of the new breast mound was achieved by suturing the medial and lateral breast pillars together, which substantially approximated the two lipodermal flaps. Absorbable sutures were used to suture the two flaps together. Their apex was then sutured to the musculoaponeurotic layer of inframammary fold (IMF) at the breast meridian 1 cm below the IMF. This enabled the transfer of most of the tension to the deeper plane rather than the cutaneous plane, providing a tension-free zone at the cutaneous T junction (Figures 1  and 2 ). Insertion of suction drains (24 h) followed by two-layer closure was performed. However, in the final 18 months of the study (n=33 procedures), drainless reduction mammoplasty was implemented with no repercussions on overall wound healing results. In fact, when compared with patients who had drains, it was, understandably, more comfortable. Subsequently, a sports bra was applied immediately and continued for three weeks.
ResULts
The weight of resected unilateral breast tissues ranged between 180 g and 1680 g (mean 764 g). In eight (4.6%) procedures, superficial epidermolysis was experienced at the T junction; these were managed conservatively with topical antibiotic and complete re-epithelization was achieved. Full-thickness wound dehiscence developed in five (2.9%) procedures, among them one patient was diabetic and another was on long-term steroid injection for rheumatoid arthritis. The presence of comorbidity in this cohort was statistically insignificant in relation to T-junction complications. Ten of these complicated T-junction procedures occurred in resected breast tissue >764 g (P=0.0733 [Fisher's exact test]), which was statistically not significant. Nine occurred in patients with a BMI >28.7 kg/m 2 , which was statistically significant (P=0.0387). The scar width ranged between 2 mm and 11 mm (mean 3 mm). There was no statistical difference whether the procedure was performed as a symmetrization for previous breast cancer treatment versus benign breast hypertrophy (P=0.492). Subjective and objective clinical evaluation revealed that 94% of patients graded their outcome as highly satisfactory. (6) specifically highlighted overall complications with T-junction breakdown as 10% and 39%, respectively. Risk factors, including smoking, diabetes mellitus, high BMI, preoperative breast volume and skin quality, should always be taken into consideration due to the increase risk for wound complications (2, (9) (10) (11) . There has always been an inconsistent relationship between obesity and complications, which may be attributed to the arbitrary definitions used to define obesity including weight, kg over ideal body weight, percent over ideal dIsCUssIoN Patient satisfaction after mammoplasty is directly related to the patient's subjective perception of scar quality. In most of the unsatisfied patients, the scar is aesthetically unacceptable. Numerous modifications have been implemented in various reduction mammoplasty techniques to preserve the function and the geometry of the breast. Techniques with inverted T scar yield a satisfactory cutaneous reduction at both the transverse and vertical aspects but at expense of poor scar quality due to possible risks for cutaneous necrosis at the T junction and loss of breast projection. In the literature, the complication (9) did not report any association between BMI and an increased incidence of complications. This finding was in contrast to Setala et al (7) , who noted a significant increase in overall complication rate (52%), with the most common being delayed healing with superficial infection (26%) and skin necrosis or wound dehiscence (18%). Zubowski et al (12) reported an increase of >5% in obese patients. This was consistent with our finding, which showed a statistically significant (P=0.0387) increase in T-junction complication with a BMI >28.7 kg/m 2 . However, our overall incidence of T-junction wound breakdown was 2.9%, which is lower than what has been reported in the literature. In a prospective study, Menke et al (13) noted an increased complication rate with larger reductions. This correlated with the results of our study in which T-junction morbidity was higher in breast resections >750 g. Overall, this was statistically not significant because T junction morbidity was considerably lower when compared with other published studies due to differences in technique and adherence to selection criteria. De la Plaza et al (11) described a crossed dermal flap technique in WRM, in which two rectangular areas under each breast pillar were de-epithelized and crossed, then fixed to the IMF. They reported that 14% required further surgery to excise small folds in addition to liposuction at the extreme of the scars. Arguably, this could be due to the fact that their technique would lead to bulkiness and unevenness both at the T junction and along the transverse limb due to crossing of these flaps. This could have caused excess undistributed tension, which required further revisional surgeries. In contrast, the triangular lipodermal flaps do not add any bulkiness because most of the subcutaneous fat is denuded, leaving only up to 5 mm thickness. Once sutured, they settle in their normal resting tension-free position; therefore leading to equally distributed tension all over the transverse limb. None of our patients required further surgery to refashion the scars. One of the limitations of Plaza's technique is that the superomedial pedicle was indicated in mild/moderate hypertrophy and ptosis, while with severe ptosis and gigantomastia, they performed an inferior dermoglandular NAC. This hindered performing the crossed dermal flap safely because incision or complete transection of the base of the NAC inferior pedicle was required. We believe that this would jeopardize the vascularity of the NAC pedicle, which occurred in 2% of their patients. In our study, all patients, including those with gigantomastia, underwent the superomedial pedicle technique. That clearly did not interfere with the execution of the triangular lipodermal flap and no NAC vascular events were recorded. The main aim of the technique described is to create a tension-free zone closure at the T junction to avoid ischemia. This would eventually reduce subsequent wound breakdown and excessive scarring resulting from healing with secondary intention. In addition, it will act as an internal dermal sling, which helps to prevent bottoming out, avoiding loss of breast projection with excellent-quality scars. 
